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Abstract
Background. Compulsory admission procedures of patients with mental disorders vary between countries in Europe. The Ethics
Committee of the European Psychiatric Association (EPA) launched a survey on involuntary admission procedures of patients with
mental disorders in 40 countries to gather information from all National Psychiatric Associations that are members of the EPA to develop
recommendations for improving involuntary admission processes and promote voluntary care.
Methods. The survey focused on legislation of involuntary admissions and key actors involved in the admission procedure as well as most
common reasons for involuntary admissions.
Results.We analyzed the survey categorical data in themes, which highlight that both medical and legal actors are involved in involuntary
admission procedures.
Conclusions. We conclude that legal reasons for compulsory admission should be reworded in order to remove stigmatization of the
patient, that raising awareness about involuntary admission procedures and patient rights with both patients and family advocacy groups is
paramount, that communication about procedures should be widely available in lay-language for the general population, and that training
sessions and guidance should be available for legal andmedical practitioners. Finally, people working in the field need to be constantly aware
about the ethical challenges surrounding compulsory admissions.
Introduction
Earlier investigations show that both procedures and rates of com-
pulsory hospital admissions of persons with mental disorders vary
greatly across Europe and sometimes alsowithin the same country [1–
4]. Differences are mostly related to legal aspects and not to clinical
assessments of the necessity of admission and the kind of treatment.
European Psychiatric Association (EPA) guideline papers summariz-
ing state of the art and evidence for treatment methods play a pivotal
role in disseminating the state-of-the-art knowledge [5–16].
As involuntary admissions are associated with emotionally
stressful circumstances and possibly with negative outcomes
of the treatment [17,18], professionals, family, and patient
organizations, as well as politicians, request development of
European guidelines [19–21]. World Health Organization
(WHO) addressed specifically the theme of involuntary
admissions from a legal and technical perspectives in their
guidance package on Mental Health Legislation and Human
Rights [22].
Compulsory hospital admissions of patients with mental disor-
ders are defined as when a patient is admitted to a psychiatric
hospital without their consent. Compulsory admissions are a dis-
puted but sometimes necessary medical procedure. Compulsory
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and involuntary admission terms have the same meaning and are
both used interchangeably.
The involuntary admission procedure starts at the admission of the
patient. During an involuntary admission, inherent ethical tensions
between values relating to the individual patient’s autonomy, provision
of adequate patient care, and community protection are intrinsically
linked to enforced measures. Psychiatrists are therefore called upon to
judge the necessity of involuntary intervention using the greatest avail-
able knowledge, sensitivity to the patient’s issue, and finding a solution
respecting the informed consent process and patients’ decision-making
capacity [23]. Therefore, while other protagonists such as family or
neighbors could initiate the admission process when calling formedical
practitioners or local authorities, they arenot considered tobepart of the
admission procedure as they do not have any decision-making power.
Compulsory admissions can be analyzed through the prism of
two different models, one medical and one legal. According to the
medical model, involuntary admissions are considered as a health
procedure, therefore, the legal authorities (judge, mayor, etc.) only
have the function to control and validate the admission proposal
made bymedical staff. This procedure is adopted in some countries
for example Finland, Greece, Italy, Norway, Spain, and Sweden.
The legal model states that the restriction of personal freedom can
only be decided by judges, therefore reducing the role of health
authorities. Advocates for the legal model state that the relationship
between a patient and physician is strengthened when redirecting
responsibilities to a legal representative [24]. Thus, legal representatives
are directly involved in the decision-making process of an involuntary
admission. This procedure is, for example, adopted in Germany [3].
As legal aspects are rooted in national legislations which differ
between countries, contrary to the medical model which comprises
more of a united view on the diagnostics and treatment in European
countries [5–16, 25], it is difficult to standardize or regulate
procedures on an intercountry level for compulsory admissions.
One way to tackle those problems is to increase awareness by
comparative studies and stimulate professional discussions
between colleagues as it can lead to closing the gaps by choosing
good examples when treating mentally ill patients when personal
freedom is strangulated [26–28]. Stuart et al. [29] also brought to
light the distress of carers and the need of support during and after
the detention of family members and friends.
Committee on Bioethics’ Strategic Action Plan on Human
Rights and Technologies in Biomedicine 2020–2025 at Directorate
General of Human Rights and Rule of Law at the Council of Europe
have interacted with the Ethics Committee of the EPA on promo-
tion of voluntary care and are collecting examples of good practices
in mental health care of Europe member states.
As there is little research on coercion in mental health care [30]
and supporting data about how to make mental health care more
consensual, the present survey was undertaken.
The aim of this survey on compulsory admissions by the Ethics
Committee of the EPA in collaborationwith theNational Psychiatric
Associations (NPAs) is to present similarities and differences con-
cerning legal and medical procedures and reasons for compulsory
admissions in 40 European countries with the purpose of contrib-




Mental disorder is defined according to the American Psychiatric
Association’s Diagnostic and Statistical Manual of Mental Disorders
(see DSM-IV-TR; DSM-5) as “any condition characterized by cogni-
tive and emotional disturbances, abnormal behaviors, impaired func-
tioning, or any combination of these. Such disorders cannot be
accounted for solely by environmental circumstances andmay involve
physiological, genetic, chemical, social, and other factors” [31].
The survey
This report is based on a survey performed by the Ethics Committee
of the EPA during 2018–2020 and approved by the EPA executive
committee, the EPA board, and the council of NPAs. The survey
was sent to 44 NPAs coming from 40 countries. Belgium, France,
Spain, and Russia have two NPAs. Additionally, the UK has one
NPA but had three respondents to the survey due to the nature of
different legislation in Scotland, Northern Ireland, and Wales.
Germany has slight differences in federal legislations regarding
compulsory admissions.
The survey comprises 10 yes-or-no questions and 5 open-ended
questions (Table 1) for 44 NPAs in 40 countries and relied on
purposive sampling as every country was contacted. If clarification
or more information were needed, the members of the Ethics
Committee contacted the NPAs to obtain information from their
respondents. All 40 countries who are member of the EPA replied
to the survey.
The topics that were discussed in the questionnaire can be
summarized into three sections.
First section
Revolved around the specific laws that exist in the countries and for
a description of the key participants in the compulsory admission
process.
Second section
Concentrated on typical reasons for compulsory admission within
the respondent’s respective country.
Third section
Not reported here due to incomplete data, was about country
statistics, for example, number of psychiatric inpatients; compul-
sory admitted inpatients; and compulsory outpatients. Therefore,
we refer the reader to the international comparative study from
Sheridan Rains et al. [32] which provides data on the annual
incidence of involuntary admissions for many of the countries
present in the NPA survey.
The report
Once the participants (i.e., NPAs) completed the survey, a first draft
of the report was written using the quantitative categorical data
gathered. A literature review on involuntary admission was per-
formed to analyze the survey results. Keyword search in English
[involuntary] [compulsory] “[admission]” “[psychiatric]” [wards]
[hospital] [NPA country] on Scopus and Google Scholar databases
were used. While the Scopus database was analyzed in full, con-
straining samplingwas used for Google Scholar with 10 selected seed
articles of systematic reviews of European legislation and their
references until saturation was obtained [33]. In total, 347 peer-
reviewed articles out of 1,093 were selected. When peer-reviewed
articles were not accessible or did not exist for some countries,
12 reports and/or translated mental health legislation stemming
from European governmental and nongovernmental organizations
(NGOs) were included in the literature review. Once all articles were
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collected, a database was built and organized into twomain sections,
legal procedures/actors, and reasons for involuntary admissions for
each individual NPA country. The analysis comparing the literature
and the survey data from the 40 country respondents is presented in
the results section, along with a discussion.
Preliminary results were presented during the Ethics Committee
meetings in Stockholm on the September 21, 2018, and later results
were discussed in Brussels on the November 25, 2019. The prelim-
inary report was sent for feedback to the EPA Executive Committee
and all NPAs in January 2020.
This report is divided into themes stemming from the survey’s
questions. Each theme presents the countries answers and is fol-
lowed by a discussion based on a literature review and inputs from
representatives for the NPAs. Results are presented in Tables and
Figures which were designed when appropriate based on the cate-
gorical data available.
Limitations
The survey had some minor dropouts for some questions (two
countries for Q10c—What are the usual reasons for involuntary
admissions in your country? Risk to self-neglect and/or homeless-
ness; Q10d—What are the usual reasons for involuntary admis-
sions in your country? Risk of substantial decrease in social or
occupational status due to psychotic disorder). Some questions
were excluded in the analysis because the answers were incomplete
such as Q7 (Is there any other person or professional, other than
those mentioned above, involved in a compulsory admission pro-
cedure?), Q9 (If there is any other person or professional involved
in a compulsory admission procedure, please specify). Moreover,
some countries (like Belarus, Bulgaria, Estonia, Turkey) have less
scientific literature and nongovernmental reports than other coun-
tries which was a potential limitation for discussion of the survey
result. No legal expertise was involved in the survey or analyses and
interpretation of the findings. All presidents of the NPAs were
offered to review the manuscript.
Results
Legislation in Europe
All 40 countries that are members of the EPA and responded to the
survey have a legislation for compulsory admissions.
Independent medical expert in involuntary admission
The expert is defined as a medical professional who has a certain
level of authority, knowledge, and expertise in the medical and or
mental health field, whereas “involved” is defined as being part of
the decision-making process of admitting a patient for involun-
tary admission. The responses to the question about requirement
of medical expert in compulsory admission are presented in
Table 2.
Many countries within the European Union require more than
one medical professional to be involved in the decision to involun-
tarily admit a patient. The matter of whom and howmany assessors
that should decide upon the psychiatric/medical criteria for invol-
untary admission is important in order to further protect the rights
of patients being detained unwillingly. This measure, where more
than one expert opinion is required, means that an extra precau-
tionary step is taken in order to guarantee the rights of the patient
and decrease the likelihood of abuse. Comments from some coun-
tries highlighted that even though the second medical practitioner
does not have to be a psychiatrist, it is common practice to involve a
psychiatrist in most cases. Italy stated that the law requires the
involvement of a second medical expert but does not specify that it
should be a psychiatrist who does not work in the respective hospital.
The level ofmedical professional experience needed in the process of
compulsory admission varies as is presented in Table 3.
Table 1. Survey questions presented in this article.
Survey Questions Answers
1 Is there one or several laws regulating this process in your country? If yes, please send us the name of the law and translate
the respective paragraphs.
Yes No
2 Is there a requirement for an independent medical expert (e.g., psychiatrist not working in the respective hospital) to be
involved?
Yes No
3 Does the patient have a guaranteed right to a legal counselor to protect his/her rights? Yes No
4 Is a judge involved in making the final decision about compulsory admission? Yes No
5 Is there a time limit on legal decisions on compulsory admission? Yes No
6 Is a judge involved in reviewing the case after a certain period of time? Yes No
8 If there is a requirement for an independent medical expert (e.g., psychiatrist not working in the respective hospital), please
specify what expertise is required.
Insert answer
10 (a) What are the usual reasons for involuntary admissions in your country? Risk to individual’s own life. Yes No
10 (b) What are the usual reasons for involuntary admissions in your country? Risk to individual’s own health. Yes No
10 (c) What are the usual reasons for involuntary admissions in your country? Risk for self-neglect and/or homelessness. Yes No
10 (d) What are the usual reasons for involuntary admissions in your country? Risk of substantial decrease in social or occupational
status due to psychotic disorder.
Yes No
10 (e) What are the usual reasons for involuntary admissions in your country? Risk to other people’s safety (violence…). Yes No
10 (f) What are the usual reasons for involuntary admissions in your country? Risk to other people’s life. Yes No
11 Please list other reasons used for compulsory admission in your country. Insert answer
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Judge in compulsory admission
Judges tend to be involved in involuntary admission procedure as
Table 4 demonstrates. The records of involuntary admission and
coercive measures need to always be available for a judge to review.
Before authorizing the involuntary admission, judges often need to
collect information from the patient, relatives, and community
mental health professionals in addition to reviewing the case made
by any authorities involved (psychiatrists, ward physicians, police
officers, etc.).
In addition to having to decide on admission according to the
legal model, a judge can further be included in the process to review
and/or prolong the compulsory admission for a time period of 7
days to 12months depending on the country (Table 5). Interest-
ingly, comparing results from Tables 4 and 5 shows that Finland,
Norway, and Sweden that do not have a judge involved in making
the decision about involuntary admission have a judge reviewing
the case, meaning that the legal system is still present for compul-
sory admission. Conversely, Armenia, Latvia, Poland, and Turkey
which all have a judge making the decision about compulsory
admission do not have a judge reviewing the case later. Whereas
in Ireland, a judge is neither involved in making the final decision
about compulsory admission nor involved in reviewing the case
after a certain period of time. In Latvia and Slovakia, the judge is
only informed of the patient discharge from the hospital. Lastly, in
Italy, the judge is involved in reviewing the case, but this revision
occurs only if a “renewal” of compulsory treatment is requested,
which is sent by the head of the psychiatric ward to themayor at the
end of the 1-week compulsory admission duration. Even in this
case, the decision of the mayor goes under the scrutiny of the judge.
Time limit on compulsory admission
Most countries have a time limit on legal decisions for compulsory
admission (Table 6). Typically, this time period is short but can
range from 24h to 15 days. Norway stated that the duration of
involuntary admission can be up to 1 year at a time and can even
potentially extend to decades. Interestingly, in Italy, while typically
the duration of compulsory admission ranges from 10–12 days, it is
possible for the head of the psychiatric ward to request a renewal for
an additional week. As a consequence, theoretically, compulsory
admission could be renewed on a weekly basis without definite time
limits if allowed by the mayor and judge.
Table 2. Requirement for the involvement of an independent medical expert
(e.g., psychiatrist not working in the respective hospital) in the compulsory
admission procedure.
Number Countries
Yes 19 Armenia; Austria; Belgium; Bosnia and
Herzegovina; Croatia; Denmark; Estonia;
Finland; France; Georgia; Hungary;
Ireland; Israel; Italy; Netherlands; Malta;
Norway; Romania; Slovenia
No 19 Azerbaijan; Belarus; Bulgaria; Czech
Republic; Greece; Iceland; Latvia;
Lithuania; Moldova; Poland; Portugal;





2 Germany (varies between states); United
Kingdom (England, Wales, and Scotland:
Yes; Northern Ireland: No)
Table 3. Categories of independent medical expert responsible for the
compulsory admission process, answers given by 20 countries.
External medical
experts Number Countries
Psychiatrist 16 Austria; Belgium; Bosnia and
Herzegovina; Croatia; Finland;
Georgia; Germany; Hungary; Iceland;









Medical doctor 5 Belgium; Denmark; Finland; Italy;
Norway
Table 4. Judge involvement in making the decision about compulsory
admission.
Number Countries
Yes 33 Armenia; Austria; Azerbaijan; Belarus; Belgium;
Bosnia and Herzegovina; Bulgaria; Croatia; Czech
Republic; Estonia; France; Georgia; Germany;
Greece; Hungary; Iceland; Israel; Italy; Latvia;
Lithuania; Moldova; Netherlands; Poland;
Portugal; Romania; Russia; Serbia; Slovakia;
Slovenia; Spain; Switzerland; Turkey; Ukraine
No 6 Denmark; Finland; Ireland; Malta; Norway; Sweden
Variable 1 United Kingdom (Yes: Scotland; No: England, Wales,
and Northern Ireland)
Table 5. Involvement of a judge in reviewing the case after a certain period of
time.
Number Countries
Yes 32 Austria; Azerbaijan; Belarus; Belgium; Bosnia and
Herzegovina; Bulgaria; Croatia; Czech Republic;
Estonia; Finland; France; Georgia; Germany;
Greece; Hungary; Iceland; Israel; Italy; Lithuania;
Moldova; the Netherlands; Norway; Portugal;
Romania; Russia; Serbia; Slovakia; Slovenia;
Spain; Sweden; Switzerland; Ukraine
No 7 Armenia; Denmark; Ireland; Latvia; Malta; Poland;
Turkey
Variable 1 United Kingdom (Yes: England, Wales, and Scotland;
No: Northern Ireland)
Table 6. Time limit on legal decisions on compulsory admission.
Number Countries
Yes 38 Austria; Azerbaijan; Belarus; Belgium; Bosnia and
Herzegovina; Bulgaria; Croatia; Czech Republic;
Denmark; Estonia; Finland; France; Georgia; Germany;
Greece; Hungary; Iceland; Ireland; Israel; Italy; Latvia;
Lithuania; Malta; Moldova; the Netherlands; Norway;
Poland; Portugal; Romania; Russia; Serbia; Slovakia;




Right for patient to legal counselor
Table 7 presents the patient’s guaranteed right to a legal counselor,
and 36 of the countries’ respondents answered positively. Patients
have the right to a legal representative (lawyer) who can assist
during the involuntary admission process (information and/or
support often free of charge) and who can help patients appeal
the decision. However, there are exceptions. In Poland and Slova-
kia, although a patient has the right to a legal counselor, patients
(or family) would need to pay for one themselves. Additionally,
family or significant others can be involved in the compulsory
admission process as legal participants for the patient, which is
the case in Slovakia for example.
However, while the patient having legal counsel is a right, it does not
mean that this right is enforced automatically. Indeed, for some coun-
tries, it is not an obligation to have the presence or consultation of a legal
representative to assist the patient. The patient or familymembermight
not be aware of this right, and medical practitioners might not be
obligated to mention it. Table 8 compares the answers of the NPA
present survey respondents and the participants of Sheridan Rains et al.
[32] (only the countries present in both studies were included here) and
highlights the differences found between guaranteed right for legal
counsel and obligation for legal counsel presence during compulsory
admissions (white for yes and gray for no). For example, in Finland,
patients have the right to legal counsel, but this counsel is not compul-
sory unless patients request one. Meaning that it becomes crucial
whether medical practitioners are (or are not) forced to mention this
right to their patients. Table 8 shows that Austria, Belgium, and France,
despite not having compulsory presence of the patient’s legal counsel,
have a mandatory visit from a judge within 4–12days.
Reasons for involuntary admission
Beside the reasons listed in Figure 1, some other reasons for which
an individual could be compulsory admitted were mentioned in the
survey answers. For example, inaccessibility or refusal of medica-
tion can be a reason (along with others) to be involuntary admitted
in Belarus, Belgium, Finland, Ireland, Italy, and Russia. Finland and
Italy can involuntary admit a patient if the outpatient procedure is
not sufficient for the patient’s medical need. Third, Israel and
Moldova can involuntarily admit a patient if they cause severe
damages to property due to their mental state. It is interesting to
note that Italy, andmore recently Spain, removed the “danger to self
and others” criteria from their reasons for compulsory admission.
Discussion
Legal aspects
Since the 1950s, mental health legislations have changed consider-
ably throughout Europe and the world [1,34]. As public attitudes
and treatment practices began to shift, many European countries
reformed their legal framework for treatment and involuntary
admission in order to focus on ensuring the rights and safety of
mentally ill patients [1,34–36]. Across many countries, the mental
health legislative schemes differ slightly, particularly regarding the
criteria for admission, and who authorizes it [35,37,38]. For some
countries, that is, Spain, involuntary admission regulations are
included in a general law and not necessarily in a specific Mental
Health Law. While most nations governing statutes, acts or regu-
lations are applicable nationwide, Germany has slightly different
legislations between states [36]. Present national mental health laws
are designed with the intent of allowing governments to intervene
when citizens are unable to protect their own interests, not only for
the safety of individuals but also for the overall welfare of society
and its members. There are several international documents which
focus on Human Rights that are available as guidelines for state
legislations, such as the Declaration of Hawaii from 1983 [39], the
Principles for the Protection of PersonswithMental Illness [40], the
Ten Basic Principles for Mental Health Law distributed by the
WHO [41], and WHO Mental Health and Human Rights docu-
ment [22], which are only a few examples. At the heart of all
legislations is the central emphasis that the rights of patients must
be protected, and involuntary treatment is only advised as an
exceptional measure [3].
The literature shows that while an additional medical opinion is
often involved in the process of admitting a patient, the practi-
tioners do not have to be a “medical expert,” nor a psychiatrist, it
can be an emergency doctor without specialization [1,37,38]. Fur-
ther, it has been recommended by the WHO in the mental health
care law: 10 basic principles that an assessment should be per-
formed by two independent medical practitioners separately [41].
Table 7. Patient’s guaranteed right to a legal counselor (lawyer).
Number Countries
Yes 36 Armenia; Austria; Azerbaijan; Belarus; Belgium; Bosnia
and Herzegovina; Bulgaria; Croatia; Czech Republic;
Denmark; Estonia; Finland; France; Georgia; Germany;
Hungary; Iceland; Ireland; Israel; Italy; Latvia;
Lithuania; Moldova; theNetherlands; Norway; Poland;
Portugal; Romania; Russia; Serbia; Slovakia; Slovenia;
Spain; Sweden; Ukraine; United Kingdom
No 4 Greece; Malta; Switzerland; Turkey
Table 8. NPA survey and literature comparison about guaranteed right to legal counsel and compulsory presence for legal counsel for patient during involuntary
admissions.
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The duration of time for compulsory admission differs among
nations within Europe. There is a big difference between countries
in terms of the maximum amount of time that someone can be
initially placed in involuntary admission. In some countries
(Denmark, France, Portugal, and Spain), there is not a maximum
period of time defined for compulsory admission [1,37]. Ideally, as
recommended by the WHO, mental health treatments should be
efficient; the amount of time in which a person is unwillingly
admitted should be limited and such measure ought to be used as
a last resort intervention [41].
Protecting the patient rights during an involuntary admission is
paramount and is defined as a medical ethical principle. Sheridan
Rains et al. [32] found that for most European countries partici-
pating in their study (Austria, Belgium, Finland, France, Germany,
Italy, Norway, Portugal, Spain, Sweden, Switzerland, and the UK),
patients have the right to legal counsel but that a legal representative
is not required to be present or consulted during the involuntary
admission. Having legal support is important as compulsory admis-
sions can be decided upon by different civil authorities and a legal
counselor can thus support the patient through the different pro-
cesses [37]. This right to a legal counselor supporting the patient
reported in this survey is in congruence with findings in the
literature regarding the guaranteed right to appeal the involuntary
admission decision [32]. During the involuntary admission pro-
cess, tailored communication and information need to be given to
patients. Patients need to clearly be informed about their rights,
diagnosis, and treatment at every step of the process [3].
Medical aspects
If patient autonomy and consent are key principles of medical
practice, the responsibility of a state on its citizens has the power
to overthrow these values, within limits [42,43]. Therefore, defining
criteria for patients to be involuntary admitted is paramount to
prevent abuse. Research found that the main criterion for compul-
sory admission to mental health care across European Union
Member States is a confirmedmental disorder [1,3,37,42–45].How-
ever, mental disorder is a necessary for most countries but not
sufficient condition to be admitted. The notion of social danger-
ousness which Fiorillo et al. [3] defined as dangerous behavior for
own life (and health) but also for others is very often highlighted as
an admission criterion by the European Union Member States
within different variations. This rationale can be explained this
way: mental disorder causes danger (for oneself and others), the
disorder can improve with a provided treatment, and thus can
remove the danger [43]. But the dangerousness rationale has also
been criticized as being a tool to authorize the detention ofmentally
ill people unlikely to become dangerous in hope to institutionalize
the small number who will. These detractors of the danger criteria
emphasize that focusing on the capacity of the patient to refuse/
accept treatment would rehumanize involuntary admissions [46].
Italy and Spain have implemented a special legislation intro-
ducing the need-for-treatment criterion. Therefore, the psychiatrist
focuses on his professional obligation to provide treatment to
improve the patient’s mental health. Before, the Italian legislation’s
focus was on the legal obligation to protect society from the patient
[37,38,42,43]. According to several literature reviews, Sweden also
added the need-for-treatment criteria into practice for involuntary
admissions [37,38,42]. Finally, this is the case also for Norway,
either need-for-treatment or danger (to self or others) is mandatory
for involuntary admission. Still, need-for-treatment would be the
condition most commonly used to prevent stigmatization
[42]. Indeed, this treatment criterion leaves less room for nonme-
dical actors in the involuntary procedure [37].
During the analysis of the results and throughout the drafting
process, several other topics came to light that are worth addressing.
Stigma
Mental-ill health, despite being widespread in many societies,
continues to be seen as taboo and a source of shame and stigma
[47]. People with mental disorders are considered as vulnerable in
society [48]. Patients can experience compulsory admissions as
devaluating and stigmatizing. It can be stigmatizing to become an
institutionalized psychiatric patient, but it can be further stigma-
tizing for the patient to have their normal social role taken away
while being involuntarily admitted [49]. Studies have been done to
assess the emotional reactions and impact on involuntary admitted
patients with mental disorders. Research highlights that shame and
stress due to stigma felt during involuntary admission lead to self-
stigma which in turn decreases empowerment and leads to poor
quality of life [50]. Xu et al. [51] demonstrated that stress related to
stigma may have lasting harmful effects on recovery and called for
future research on antistigma interventions to improve patient
empowerment.
This survey shows that the main legal reasons for compulsory
admissions are danger to other’s safety (in the survey 23%) and
danger to other’s life (in the survey 23%) (see Figure 1). Therefore,
the law increases the gap between involuntary admitted patients
and “others” that are supposedly being put in danger and thus
increases stigma. Additionally, there are many instances of invol-
untary admitted outpatient procedures that involve compulsory
care. Patients would thus continue to be related to involuntary
practices outside of the psychiatric institution, creating possibly
more stigma. Therefore, we think that nonstigmatizing wording of
legal procedures for compulsory admissions should be discussed as
it could help decrease stigma. Changing the legislation for each
country to include the need-for-treatment criterion, while still
considering social determinants of mental health of the patient,
would mean that a patient involuntarily admitted would be
Danger to self
54%
Danger to own life 
21%
Danger to own health 
18%
Self-neglect 8%




Danger to other's 
safety 23%
Danger to other's life 
23% 
Figure 1. Involuntary admission reasons divided in two categories1.
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admitted for medical reasons (need-for-treatment) and not for
social reasons (danger to others). While both the medical and
nonmedical models exist, acknowledging and considering the ben-
efits of either model are important. Perhaps the real choice is not
between the purely medical or legal perspective but between dif-
ferentially balanced models to avoid stigmatization.
Awareness
This survey highlights that procedures for involuntary admissions
and actors involved in the process varies between European coun-
tries. These variances can be exacerbated by the different cultures
unique for countries and different public health approaches toward
psychiatry. Additionally, there are ethnic disparities in compulsory
admissions. First-generation ethnic minority groups and migrants
have a higher risk of being involuntary admitted for early psychosis
compared with other populations [52]. This highlights the need for
culturally appropriate psychiatric practices especially during com-
pulsory admissions and may be targeted awareness campaigns to
enable medical practitioners on transcultural practices [12,24].
Additionally, more awareness is needed to improve knowledge
but also society’s perceptions of involuntary admissions. Raising
awareness will improve society’s knowledge about patient rights
and will empower future psychiatric patients and families to take a
more active role in treatment decisions and defend themselves
against possible abuse. Patients in psychiatric care should be more
involved in the planning, development, and evaluation of health
care services, in treatment guideline formulation, research activi-
ties, and health reforms [3]. This effort needs to be multidisciplin-
ary and involve actors from all of the decision-making chain as well
as patients and family advocacy groups, like Global Alliance of
Mental Illness Advocacy Networks (GAMIAN) and European
Federation of Associations of Families of People withMental Illness
(EUFAMI).
Communication
Communication is central to care. The results of this survey are in
line with the findings of the EUNOMIA study concerning the role
of information and communication to protect patients’ rights
during involuntary hospitalization [3]. Healthcare providers and
legal procedure actors need to be able to communicate with psy-
chiatric service users and their families [3,11,28]. The terms and
processes related to compulsory admission in both legislation and
medical documents should be communicated in an understandable
way for patients to know their rights and reasons for admission. In
the case of compulsory admission especially, the rights of the
patient are of the utmost importance. This includes basic human
rights but also right to legal counsel. Therefore, if the legislation, or
any formal medical documents related to the process, cannot be
clearly comprehended by the lay person, then this could allow room
for misunderstanding and negligence. It is also very important for
the legislation to be easily accessible and understandable for the
patient, families, and involved medical and/or legal professional
staff. Some organizations provide such information in a way that is
both easily available and not difficult to understand, for example,
the charity Mind in England andWales which provides advice and
support regarding involuntary admission to people experiencing
any mental health–related issues. With that being said, the respon-
sibility of ensuring that people know their rights should not fall
solely on such organizations. It would be beneficial to include
patient and family advocacy groups and organizations, as well as
governmental and NPAs, in the process of facilitating the under-
standing of the legal language currently used in legislations and
other formal documents. It is especially important to communicate
clearly with the patients and the family as well as having available
information on compulsory admission considering that the family
can be a legal participant and advocate for the patient. This infor-
mation should then be available online and in leaflets located in
relevant institutions for patients, families, and the general public.
Conclusions
The report highlights the role of nonmedical actors in the invol-
untary admission procedures such as legal counsels, judges, or
prosecutors as well as the movement toward the use of the need-
for-treatment criteria. Creating seminars, courses, and writing
guidelines for legal and medical practitioners, prepared with input
from patients and family organizations, will stimulate use of good
practices in compulsory admissions and promotion of voluntary
treatment. All training should account for the role of gender,
cultural, social, and religious/spiritual factors in the mental state
of patients
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